Evidence-based practices to improve outcomes for children with severe behavioral and emotional problems have received a great deal of attention in children's mental health. Therapeutic Foster Care (TFC), a residential intervention for youth with emotional or behavioral problems, is one of the few community-based programs that is considered to be evidence-based. However, as for most treatment approaches, the vast majority of existing programs do not deliver the evidence-based version. In an attempt to fill this gap and improve practice across a wide range of TFC agencies, we developed an enhanced model of TFC based on input from both practice and research. It includes elements associated with improved outcomes for youth in "usual care" TFC agencies as well as key elements from Chamberlain's evidence-based model. The current manuscript describes this "hybrid" intervention -Together Facing the Challenge -and discusses key issues in implementation. We describe the sample and settings, highlight key implementation strategies, and provide "lessons learned" to help guide others who may wish to change practice in existing agencies.
Introduction
There has been a great deal of attention in recent years to improving outcomes for children with severe behavioral and emotional problems by implementing "evidence-based practices" in children's mental health services (Brestan & Eyberg, 1998; Burns & Hoagwood, 2002; Chambless & Ollendick, 2001) . Although the field has made significant gains toward developing and implementing evidence-based interventions, there is still a great deal to learn about the process (Fixsen, Naoom, Blase, Friedman, & Wallace, 2005) . The dissemination of evidence based practices into "real world" settings, which is the goal of translational science in mental health, depends on developing and refining processes that can move these practices into usual care (Brekke, Ell, & Palinkas, 2007) . Central to the <dannia.southerland@duke.edu> challenge of translational science in children's mental health services is the larger task of improving practice in usual care. The discussion of implementation of evidence based practices generally focuses on dissemination of the relatively few community-based treatments that are supported by multiple empirical studies. While such straight dissemination of evidence-based interventions will ultimately benefit the field, it does not address the larger and immediate issue of how to improve the overall quality of the many programs that are currently providing services to youth and families in "real world" settings. One of the promising areas for improving treatment in "usual care" settings is changing practice through focused training, consultation, and support for new and more "evidencebased" models of care (Dorsey et al. 2008 ).
Treatment foster care (TFC) provides an excellent example of this dilemma. The evidence base for TFC comes almost exclusively from research done by Chamberlain and colleagues in Oregon (e.g., Chamberlain, 1994; Chamberlain & Moore, 1998 , Chamberlain & Reid, 1998 Eddy, Whaley, & Chamberlain, 2004; Leve & Chamberlain, 2005; Smith, Stormshak, Chamberlain, & Whaley, 2001 ). The evidence-based version of TFC, Multidimensional TFC (MTFC), (Chamberlain, 2002 ) is currently being disseminated in approximately 50 sites across the United States (mtfc.com). However, there are over 3500 agencies in the US that currently provide TFC to youth (Cole, personal communication) . While the vast majority of existing agencies do not deliver the "evidence-based" version of MTFC (Rones & Hoagwood, 2000) , treatment foster care is proliferating as a core service in community based interventions for youth with serious emotional disorders. Data from a recent statewide study we conducted, suggests that many TFC agency directors are interested in improving practice within their sites and that there is clearly a need for such improvements (Farmer, Burns, Dubs, & Thompson, 2002) .
We recently completed an NIMH funded randomized trial that will fill this gap by creating an enhanced model of TFC which is informed by evidence-based practice, but recognizes the limited reach of full evidence-based implementation to the myriad of potential 'realworld' sites. The intervention model we tested is an enhanced model of 'usual care' TFC, called Together Facing the Challenge. The goal of this randomized trial was to develop a model and approach that can be used in existing agencies in an attempt to improve overall quality of TFC. Our model brings together elements of the evidence-based model of MTFC with promising practices in "usual care" TFC to improve and enhance care in these existing agencies. Our intervention model was built around the goal of enhancing skills at both the treatment foster parent level as well as at the supervisory level in an effort to provide agencies with the tools needed to enhance their effectiveness. Specifically, the intervention was designed to increase (a) treatment parent skills, knowledge, and competence in the general areas of behavior management and (b) the TFC supervisors' ability to adequately support and guide these efforts.
The core of our implementation of the enhanced model was a 'Train the Trainer" approach to changing practice (Stambaugh, Mustillo, et al., 2007) . There is a tremendous need in community-based services to improve implementation toward more empirically-supported treatment approaches if we are going to see improved treatment and outcomes for youth. Current conceptualizations of effective implementation and change recognize that standalone training is unlikely to lead to adequate uptake or implementation of improved practice. Rather, we need to provide more extended coaching and consultation to support the uptake of such improved treatments. Our recent work in TFC suggests the substantial potential to change practice in "real world" treatment settings. We describe in this paper the implementation of our model using the "Train the Trainer" approach and discuss the challenges and lessons learned in changing practice in "real world" settings.
Background
Treatment Foster Care (TFC) is a residential intervention for youth with mental health or behavioral problems. Trained treatment foster parents work with youth in their homes to provide a structured, therapeutic environment while also providing opportunities for the youth to live in a family setting and learn how to live, work, and get along with others (Chamberlain, 1994; Chamberlain & Mihalic, 1998) . TFC is appealing to many mental health professionals, administrators, and policy makers for a variety of reasons. First, it provides the least restrictive treatment-based residential option for youth with serious mental health or behavioral problems, meaning that youth are able to experience as 'normal' an environment as possible, while still receiving the intensive treatment they need. Second, TFC has an established evidence base of research that shows positive outcomes for youth (Chamberlain, 1994; Chamberlain, 2002; Farmer, Mustillo, & Dorsey, 2004) . Because very few community-based treatments for youth with mental health problems have empirical support in the research literature, TFC has a competitive advantage on this front. Third, TFC is substantially less expensive to provide than more restrictive residential options for youth (Farmer, Burns, Dubs, & Thompson, 2002) . Therefore, TFC is appealing philosophically, has established data to show that it can produce positive outcomes for youth, and is more cost-effective in its delivery than other options for youth in out-of-home treatment. Given the promise of TFC, providers, policy makers, and payers in many parts of the country are enthusiastic about TFC as a core treatment option.
Key Factors in TFC
Findings from Chamberlain's research on TFC and previous research by our group on "usual care" TFC suggest key elements that are associated with better outcomes for youth (Chamberlain, 2002; Chamberlain, Leve, & DeGarmo, 2007; Chamberlain & Mihalic, 1998; Chamberlain & Reid, 1998; Farmer, Murray, Dorsey, & Burns, 2006) . Central among these are (1) supportive, involved relationships between TFC supervisors and treatment parents; (2) effective use of behavior management strategies by treatment parents; and (3) supportive and involved relationships between treatment parents and the youth in their care. For all three of these domains, TFC in "usual care" shows much lower rates of implementation than Chamberlain's evidence-based model. Although nearly all treatment parents receive at least some training in using behavior management strategies (often during pre-service training), our findings, including data from conversations with agency personnel, suggested that treatment parents had difficulty applying these skills effectively and consistently to the youth in their care (Farmer, Murray, and Southerland, 2009) . For example, when the treatment parents were initially interviewed about effective strategies for addressing problematic behavior, the majority responded that restricting or removing privileges was one of the most effective approaches. However, when asked about what they actually did in response to specific problem behaviors by the youth in their care, 80% reported using other strategies such as talking, discussing, warning, or reminding. Similarly, while agencies expected TFC supervisors to provide consultation and support to treatment parents, many of the TFC supervisors we worked with in our intervention stated that they were uncertain how to do this and did not have a clear agenda or idea of what to do during supervisory visits in the homes. Additionally, most TFC supervisors in "usual care" TFC meet with treatment parents only two times per month, and few of the treatment parents participate in any type of group or support meetings on a regular basis with other treatment parents (Farmer, et al., 2006) .
Description of the Intervention
Together Facing the Challenge was an NIMH-funded randomized trial conducted in North Carolina, in order to determine if we could improve practice in these three critical domains, in usual care settings. Fifteen sites were randomized to either experimental or control conditions. The current description and discussion focuses on the intervention arm of the study and agencies randomized to the experimental condition (n=8). We only include those agencies in the intervention condition in this discussion. As part of a 24 month implementation of the enhanced model, a total of 85 agency TFC supervisors and 350 treatment foster parents were trained across the eight agencies. The intervention sites varied on a number of domains. One of the sites was public (run by the local mental health authority), 6 were private non-profits, and one was a private for-profit agency. The length of time the agency had been providing TFC services ranged from 2 to 15 years, while the number of licensed homes ranged from 13 to 100. The number of TFC supervisors trained per site ranged from 5 to 20, and the number of treatment parents per site ranged from 15 to 57.
Despite these differences in ownership and size, the general structure of the participating sites showed substantial similarity. Each site had supervisory level position(s) (generally an individual with masters-level training in social work or other relevant field) that provided oversight to BA-level staff who directly supervised the TFC families. (In the following sections, these BA-level staff are referred to as "TFC supervisors.") Beyond this rather standard structure, however, the frequency, duration, and intensity of both on-going training and supervision varied greatly. Only 2 of the 8 sites reported having regularly scheduled trainings for TFC supervisors on an on-going basis. Supervision of the TFC supervisors (by the masters-level staff) also varied. Two sites held weekly group supervision, while the rest of the sites provided monthly supervision to the TFC supervisors, in either individual or group sessions. Supervision meetings were often held in conjunction with staff meetings and both administrative and clinical issues were covered during this time. The number of cases assigned per TFC supervisor also ranged widely, from 6 to 20.
Expectations pertaining to frequency and method of supervision contacts of the TFC supervisors with treatment families varied as well. Frequency of required contact for most agencies was twice a month, though a few agencies required contact to be more frequent (i.e., weekly) and others less frequent (i.e., monthly). The types of contact with families included in-home, telephone, case conferences, and school-related meetings. In addition, when asked to describe their treatment model, 4 of the 8 sites reported not using a specific model of care with their therapeutic foster care program. The identified models used at the other sites included; a resiliency model (n=2), behavior modification (n=1), and gentle teaching (n=1).
Characteristics of Treatment Parents and Youth-Among the agencies in the intervention, 136 families were enrolled. Treatment parents ranged in age from 22 -77 (mean=48). In 91% of households, females identified themselves as the primary care provider for the TFC child. A majority of the treatment parents (78 %) were African American. Sixty percent of treatment parents were married, 29% were divorced or widowed, and 11% had never been married. In terms of educational background, 29% had a high school diploma or less, 49% had some college, 16% had a college degree, and 6% had attended some level of graduate school.
Enrolled youth in the intervention sites ranged in age from 2-21 years, with a mean age of 13 (sd=3.8). The sample of youth was 51% female, 58% African American, 33% Caucasian, and 9% bi-racial or other ethnic/racial minorities. Youth entered their index TFC setting from a variety of other placements, including their family's home (24 %), another TFC home (36 %), group home (20 %), traditional foster care (8 %), while the other 12% came from a myriad of other placements. According to agency records, the most common diagnoses of youth entering these TFC sites were Attention Deficit Disorder and Oppositional Defiant Disorder. Agencies also reported that a majority of the youth being served had a history of significant physical and/or sexual abuse. Learning and school related problems were also noted, and the vast majority of youth had school performance and/or school related behavioral issues.
The Train the Trainer Approach
Developing an effective training program is a key component of successful implementation of evidence based practice into the larger field (Fixsen, et al., 2005) . Previous research has shown that traditional didactic training is ineffective in producing changes in practice (e.g. Dixon et al., 1999) . Multi-faceted training that includes lecture-based information, instructional videos or demonstration of new practices, practical examples, and opportunities for practice with behavioral response are significantly more effective in successfully implementing a change in practice (Torrey et al., 2001; Dixon et al., 1999 : Torrey, Lynde, Gormal, 2005 . Additionally, any new model should be designed to be implemented in a step-wise fashion (Torrey et al., 2005; , so that practitioners are able to practice one new method at a time rather than trying to effectively implement all new practices simultaneously (Newhouse, Dearholt, Poe, Pugh, White, 2005) . A Train the Trainer approach to dissemination potentially has several advantages, including building in a structure for sustainability, adaptability, and relationship building (Orfaly, et al. 2005) . We discuss the strategies we used in the implementation of our enhanced model, to improve skills at both the treatment foster parent level as well as at the supervisory level, in an effort to provide them with the tools needed to enhance their effectiveness in working with the youth in treatment foster care. In the following sections, we describe our process of implementing the intervention model, Together Facing the Challenge, in usual care TFC agencies. In particular, we highlight the components of the Train the Trainer approach we developed. Finally, we discuss lessons learned.
Training treatment parents in parent management strategies was a central part of the intervention component of the randomized trial (Farmer, 2002; Farmer, et al., 2006) and TFC supervisors were trained to support the treatment parents in implementing those strategies. The treatment parent training was built around a curriculum developed specifically for this intervention and is described in detail elsewhere (Murray, et al., 2007; Murray, 2006) . In addition to training treatment parents, our implementation strategy centered on a Train the Trainer approach with TFC supervisors, which consisted of intensive in-person training (prior to training with the agency's treatment parents), and follow-up consultation, training, coaching and support with TFC supervisors and other agency staff involved with implementation of the model. This set of activities was based on the available literature on effective training approaches for changing practice among existing staff (Barwick et al., 2008; Chambers, 2008; Chorpita et al., 2002) . As illustrated in Figure 1 , the intervention agencies received (1) a two-day training for TFC supervisors; (2) 6-week training for treatment parents; (3) monthly consultation for TFC supervisors for one year following the initial training; and (4) booster sessions for treatment parents (at 6 and 12 months). University-based staff led trainings but efforts were made to involve TFC supervisors as co-facilitators and to train them as trainers for sustainability of the intervention. Data collection was conducted with treatment parents and youth across time at all sites. Details of data collection and outcomes are described elsewhere (see Farmer, Murray, & Dorsey, 2006; Farmer, et al., under review) .
Treatment Parent Training
The treatment parent training consisted of a structured 12 hour (6-session) curriculum developed to address the needs of treatment foster parents by teaching specific parenting strategies and techniques to use in their work with youth in TFC. The training has six components (see Table 1 for brief description).
For the majority of sites, trainings with treatment parents occurred over a six week period, with one session each week. Training sessions were usually held in the evening and dinner and child care were provided. Although adaptations to this structure were made (e.g. delivering the training over the course of two, day-long sessions to fit with a few agencies' preferred in-service training approach), the training seemed to be most effective when delivered once a week over a six week period. The weekly interval offered parents an ideal opportunity to practice the skills being presented in the training and to obtain feedback from the trainers about specific problems or issues faced while trying out some of the parenting strategies during the week. For example, one of the sessions focused on understanding conflict cycles and avoiding power struggles. As the more "seasoned" treatment foster parents were well aware, difficult child behaviors can wear down even the most skilled and caring caregivers. The importance of being aware of their own personal "buttons" and the potential impact during a power struggle situation was one of the many skill areas covered during the training. In addition participants were given specific techniques to help them cope during times of conflict. Teaching participants when and how to intervene in a conflict situation is an important skill that takes time to learn and develop competence. As one parent put it, "I learned that when I was in the middle of a conflict with my therapeutic foster child and both he and I were getting heated, I could take a time out as well." Practicing the newly acquired skills was an integral component of the training. As part of the Train the Trainer approach, it was highly recommended for TFC supervisors to follow-up with their families between sessions to prompt, encourage, and coach families as they were learning these new strategies.
Booster sessions for treatment parents-In addition to the initial intensive training, booster sessions for treatment parents were conducted at 6 months and one year post initial training. These sessions were designed to offer additional training in specific content from the curriculum that had been identified by both staff and treatment foster parents as being in need of further review and practice. This training was conducted as an evening session and, like the initial training, included a meal and child care.
TFC supervisor Training
The TFC supervisors received 12 hours of training prior to training sessions held for their treatment parents. The initial 2-day training led the TFC supervisors through an accelerated version of the parent management training that would be done with their treatment parents and laid the foundation for our partnership with them. The TFC supervisor training was used as an opportunity to engage these individuals in the strategies and techniques that their treatment parents would be trained in and to prepare them to work intensively with their treatment families in implementing these approaches. One of our goals was to provide TFC supervisors with the needed information and training to enable them to co-facilitate upcoming training sessions with their treatment families (e.g., take the lead in role-plays, provide leadership for "break out" exercises, work with treatment parents on homework assignments, etc.).
Follow-up consultation-Follow-up consultation with TFC supervisors was a critical component of the Train the Trainer approach. These sessions began when the treatment parent training ended and continued for one year. The goal of this component was to teach, support, and coach TFC supervisors as they worked with their assigned families. The consultation consisted of monthly in-person or phone conferences with each agency. Whenever feasible, in-person consultation sessions were conducted. These in-person sessions proved to be a very valuable part of our implementation approach, even if it required significant travel to sites. What may have been lost in efficiency (due to travel time) was made up for in the effectiveness of the time spent together. These meetings were generally an hour in length and the agenda was tailored to meet the individual needs of each group. Some of the covered topics included revisions to in-service training offered at various sites to enhance treatment parent attendance and participation, development of a structured protocol for home visit meetings, case consultation with a focus on problem solving barriers to challenging youth and family situations, and planning for organizational level training and supervision needs. In addition TFC supervisors were encouraged to e-mail or call between scheduled meetings for consultation or support as needed.
This follow-up work was necessary in order to facilitate the process of putting the enhanced model of care into "practice as usual." Regularly scheduled in-person meetings and phone calls helped to prevent potential problems from becoming insurmountable barriers to implementation. The consultation offered a forum for on-going dialogue with the TFC supervisors and provided a means for them to process issues and concerns they experienced as they tried to assist their treatment families in implementing the various skills and techniques presented in the treatment parent training. Once the initial training for treatment parents and their TFC supervisors was completed, the next challenge faced was dealing with how to be most effective and efficient in working to reach the ultimate goal of changing practice within existing programs.
Lessons Learned
Making change within an existing organization is a very challenging task. We learned several lessons from our experiences with implementing the enhanced TFC model in these "real world" agencies. There are many curricula, programs, and frameworks that could potentially benefit existing agencies. The content has to be well-designed, relevant, in line with current agency goals, etc. However, the process by which an agency is approached and worked with is possibly more important than the exact content of any new curriculum, program, or philosophy in determining whether the agency will be receptive and attempt to implement the changes. Based on our experience, and previous literature on implementing evidence based practice in real world settings (Chorpita, Yim et al. 2002; Chambers, Ringeisen et al. 2005 ) and changing organizational culture (Glisson & Shoenwald, 2005) , we identified four topic areas where critical issues emerged in the process of working with the various intervention sites: (1) Engagement, (2) Roles and Responsibilities, (3) Culture, and (4) Coaching. These four topic areas were identified through an iterative process of review and revision of our training approach by our intervention research team. We expect that explication of our lessons learned in these areas will be useful to others who are attempting to change practice.
Engagement
Establishing a core training group within each site was critical in enabling agencies to provide training to new staff and treatment foster families while providing routine follow-up to the existing staff and families. Although the composition of these training groups varied based on the individual sites and resources available, the staff person overseeing and supervising the TFC supervisors typically provided the group's leadership. Other key participants often included the agency trainer and one or two TFC supervisors identified by the administrative staff as central members of the team. This Train the Trainer approach was viewed as a viable method of sustaining the training over time and incorporating it into "practice as usual."
Informal time spent getting to know the staff, becoming familiar with their organizational culture, and learning how to work with their established structures was important in smoothing the way for bringing change to an agency (Glisson & James, 2002) . Before beginning to work with each organization, we first met with the upper-level administrators to explain the study and intervention process to them, learn more about their agency and current practices, and give them an opportunity to ask questions, suggest ways to effectively work with their staff, etc. After this, we had a group meeting with the TFC supervisors. Again, we explained the study, asked about how they currently did their job, and solicited their input on a variety of topics (e.g., current practices, challenges in their work, things that were working well, what they'd like to see changed, etc.) to begin building a relationship and dialogue. The initial meetings were vital for establishing a sense of shared mission and understanding and for beginning to develop rapport between the research/training team and the agency. We found that senior research/training staff who had extensive experience in the field should take the lead in these early meetings. The credibility and acceptability of the trainer to the agency staff in the early stages of relationship building was critical (Torrey et al., 2005) . It was important for the individuals who conducted these initial meetings to show their familiarity with the field, challenges, potential, etc. of TFC.
The initial stage of establishing and building relationships with staff at individual agency sites was crucial in providing the foundation for ongoing collaboration. The "up front" time spent in getting to know the staff at each site was well worth the effort. We learned the importance of providing support at both the direct staff and administrative level. Although we had the advantage of having a previously established relationship with many of these agencies, maintaining those ties continued to be a very important factor in effectively implementing the curriculum. This level of intervention within a "usual care" setting required a significant amount of time, energy, and commitment on the part of each agency staff member. Our goal was to train the TFC supervisors, then offer them continuing support through the consultation approach in an effort to sustain the intervention once the study came to an end.
Staff engagement, however, was not an up-front-only activity, it was ultimately about relationships. Like any relationship, it required consistent effort, attention, and prioritizing. Also like any relationship, engagement occurred at different rates for different participants. In some agencies, from our initial meetings forward, we felt welcomed, embraced, and as though the agency had been long-hoping for the type of training and support we could provide. In other agencies, initial meetings were more reserved with staff asking more pointed questions, showing less enthusiasm, and generally suggesting that their willingness to commit to the effort involved in this project was not yet certain. As we moved through the project, it was evident that this initial level of enthusiasm, warmth, or receptivity was not a reliable indicator of either our long-term relationship with the agency or with their ability to implement the program. Initial enthusiasm and welcome was wonderful, but it did not mean that the work of relationship building was completed. Additionally, lack of overwhelming support at initial meetings did not mean that the agency was resistant, difficult, or unenthusiastic. Rather, initial impressions were just that. Initial meetings were essential for beginning to create a sense of partnership with the agency and make it clear that the agency staff and the research/training staff were collaborators in what was to come. They also provided the opportunity to learn about the agency's program, gauge initial enthusiasm, and provide information for subsequent approaches (discussed below).
Roles and Responsibilities
As we approached agencies, we asked questions about how things were currently done, using both structured and unstructured interview techniques. In this process, we expected to learn who played what role, how the various roles and inhabitants interacted with each other, and who was responsible for what. One thing we learned is that this often was not clear to agency staff members. In some sites staff could clearly articulate their job duties, while in other sites staff appeared perplexed and unsure about their role and how to carry it out. The staff who reported confusion and uncertainty about their position tended to be staff within sites that also reported having limited (if any) individual supervision time or opportunities for enhancing their clinical skills through on-going training and consultation. An exercise wherein staff defined their roles to the consultant was a great starting point to help them define these roles for themselves and their colleagues. During this exercise the true roles that each person took on within the agency (as opposed to the stated roles) began to emerge. The outcome of this exercise became an important reference point for role clarification during all phases of the intervention.
An important role that was identified early in the implementation of the practice model is that of staff champions. As "outsiders," in this case the trainers/consultants who led the change process, we found it very useful to identify one or more people who have characteristics that allow them to be seen as champions for change within the organization. Those were the folks who got very enthusiastic about change and were the "person on the ground." For them change was exciting and offered an opportunity to try out new ideas and strategies. They tended to be optimistic and full of energy. It was important that this person or persons not be seen as 'just someone who likes change for change's sake', but also was seen by others as a natural leader. They did not have to have a formal leadership role, but had to be someone who was respected and looked up to and/or sought out informally by others (i.e., enacting a leadership role). Identifying this person early in the process and in some way affording them leadership status, whether formal or informal, was very helpful in the implementation process. The best way to locate such individuals is simply by askingwe found that it didn't take long to identify these individuals, they generally emerged early in the process. We typically ascertained this information during informal meetings with agency directors or other administrative level staff within each of our sites.
Culture
Creating a culture in order to work together within the agency sites was a critical component in the change process. The goal was to integrate the process of change into the activities of the agency so that the staff came to see the changes as part of the "new normal." For instance, monthly meetings were scheduled in advance, placed on the agenda, held at the same time each month and became a routine part of the work schedule. In addition to soliciting feedback from TFC supervisory staff prior to each meeting, a written agenda was used to help keep on track and ensure the group that all agenda items would be addressed. It was important for staff to see this meeting as distinct from their other staff meetings, which focused more on administrative related tasks and responsibilities. One strategy used to set this meeting apart was the development of rituals. Refreshments provided during these meetings were just one example of things done to create a unique atmosphere at each site. Sharing food together also helped facilitate the process of getting to know one another as we began to build a working partnership. Unlike administrative meetings, our sessions were heavily focused on treatment related issues, concerns, and needs. We encouraged the groups to use problem-solving methods including peer feedback to deal with barriers faced in their efforts to fully implement the enhanced practice model.
Getting staff buy-in was an important foundation for creating the change in culture necessary to change practice. Previous work has shown that without buy-in and strong cooperation from the staff, implementation is likely to fail (Fixsen, et al., 2005; Glisson and Schoenwald 2005) . Making a change in practice took time and effort on the agency staff's part, and therefore, it was very important for them to see the change as something that would hold value to them, not just "one more thing" to add to an already full workload. Giving recognition to staff for the many challenges faced in fulfilling their role while simultaneously helping to facilitate the atmosphere for change within the organization was a delicate balancing act which was a critical element in the implementation process. Some of the strategies we used included offering staff and families not only the opportunity to ask questions but also eliciting input from them about their specific concerns, issues, and needs. We asked treatment parents to complete questionnaires in a confidential and anonymous manner. We wanted them to feel comfortable sharing their thoughts, feelings, and concerns with us about their role as a TFC parent without having concerns whether or not the agency would have access to it. The questions pertained to the quality of the relationship between the treatment parent and their agency TFC supervisor, most challenging and satisfying aspects of their role, and specific feedback for improving the overall quality of TFC. This information was then used to assist the lead trainer in their on-going consultation with agency staff.
As the intervention began moving forward, meetings with staff were scheduled to learn more about the individual sites and the infra-structure in place to assess how to most effectively intervene. Although agency staff often reported already using many of the parenting skills and strategies presented in the training, they also reported that prior to the training what was missing had to do more with the lack of a cohesive infra-structure to ensure that everyone working within the agency (both staff and treatment foster parents) received the same level of training and that a systematic approach to implementing specific parenting strategies and techniques be in place to ensure both consistency and adherence to the model. One agency TFC supervisor put it this way, "now we have more of a foundation by providing us with a common language in which to work together."
Coaching
On-going supervision, coaching and support were central to enhancing skills of TFC parents. Likewise, it was a critical component of the Train the Trainer approach to sustaining the new program. A typical area in which agencies struggled was in providing ongoing coaching for staff, particularly the TFC supervisors involved in working directly with TFC families. In the intervention agencies, the TFC supervisor tended to be relatively inexperienced or 'green' and frequently fairly new to the mental health field. Despite some formal pre-service training, consisting of reading through some type of manual and getting instruction on the "ever-dreaded" paper work, there was minimal formal training conducted with this level staff, particularly about how to engage and work with families in an effective manner. Often shadowing more experienced staff was the extent of on-the-job training for these positions. Although the use of shadowing trained staff was an effective learning approach, it seldom seemed to be integrated into a more comprehensive training curriculum. Often the shadowing occurred as a pre-service activity, a time when newly hired TFC supervisors were already experiencing information overload. It would be beneficial to continue this type of training on an ongoing basis. We were struck by the limited training offered to the TFC supervisors on a regularly scheduled basis, and more importantly, the limited coaching offered (training being the presentation of new material, and coaching being the opportunity to reflect on previously learned material to improve practice). Along the same line, TFC supervisors tended to have minimal structured and regularly scheduled supervisory meetings with their TFC supervisor to provide on-going feedback, guidance, and support in their work with youth and families in TFC. To overcome this potential obstacle, we created structure by implementing regularly scheduled meetings specifically designed to focus on the treatment aspect of their work with youth and families in TFC. Hence, we provided some of this needed supervision temporarily and modeled such supervision as an expected part of the "new normal."
As a parallel to the paucity of training offered to TFC supervisors, we also observed similar needs with treatment parents. Unlike the TFC supervisors who received very little training when they started their job, the vast majority of TFC treatment parents received extensive pre-service training (for licensure) which, for the most part, TFC supervisors were not involved in. Once a child was placed in the home, however, the system of training seemed to break down. Agencies varied greatly in the frequency and content of on-going training offered to treatment parents, and most of the sites reported low attendance rates even when it was offered. Even for those families who were offered frequent and high quality training, the opportunities for in-vivo coaching were very limited. Given what is known about effective use of behavior management strategies as one of the key variables related to positive outcomes for youth in care (Pacifici, Chamberlain, & White, 2002; Patterson & Forgatch, 1987) , it was essential that on-going training to enhance clinical skills be an integral component of the services provided to TFC supervisors and treatment foster families. This cannot be done in occasional, didactic training, but can only be done when the training is followed-up by regular coaching, a format we rarely saw even in the more mature, higher quality agencies.
A critical component of coaching is that much of it occurs in-vivo. In addition to providing agency staff with on-going feedback during the regularly scheduled follow-up consultation sessions, we also had opportunities to observe TFC supervisors conducting home visits with some of their treatment foster families. This provided an opportunity to model good coaching as a TFC supervisor. Also, these in-vivo experiences provided the TFC supervisors with a forum to reflect on their work with families, receive feedback, and problem-solve specific areas of concern or need. The ongoing supervisory meetings we provided, which focused on behavior management strategies, better prepared the TFC supervisors to offer training, consultation, and coaching to the families they serve during home visits. Home visits provided an ideal opportunity to practice and fine-tune the skills through on-going coaching (the follow-up to the training). They also provided an ideal way to assess first hand how things are going both for the treatment foster family and the child.
Meeting with families in their home was a central component of implementing our enhanced TFC model. Frequent in-person contacts scheduled on a regular basis can provide families with the needed support, guidance, and oversight to assist them in working more effectively with the youth in their care. We found great variability in terms of frequency, duration, content, and the format being implemented both with-in and across agency sites. Feedback received from one administrator included a need for a more structured format to the sessions and more of a focus on treatment related planning and intervention. On the other hand the feedback from several of the TFC supervisory staff focused on the need for more training and consultation to help them be more effective in carrying out the desired goals of the home visits. As a result of feedback received, we developed (in collaboration with agency staff) a form for TFC supervisors to use during in-home sessions with treatment foster parents. This form, titled the Bi-weekly Behavior Update Report, led the TFC supervisor in helping families identify and describe specific/identifiable positive and problem behaviors to be addressed, plan interventions and strategies to target those behaviors, assess effectiveness of interventions implemented, and identify future steps to be taken to reach the desired behavior outcome. It also provided a format for following up on progress in subsequent home visits.
Discussion and Implications
Making change within an existing organization can be a daunting proposition. Whether the change is seen as positive or negative, change in itself tends to be challenging both on an individual and a systems level. In our experience we found several factors that either inhibited or enhanced our ability to successfully implement the intervention across sites. One of the key variables that facilitated our efforts to create change within a given agency was our focus on developing strong working relationships with staff at all levels of the organization. Some of the strategies we found most effective included informal visits spent getting to know staff, learning about the organizational hierarchy and structure of each site and how to effectively intervene, finding frequent opportunities to reinforce and praise staff, and creating a unique atmosphere or culture with a focus on collaboration and support. The upfront time and attention spent in 'relationship building' was time well spent as it provided the foundation for our working partnership. During the implementation phase of our study, we identified a pattern among our sites in relation to staff roles, responsibilities, and training. On a whole there appear to be minimal resources set aside to provide TFC supervisors with the level and degree of training, supervision, coaching, and support needed to carry out their work with youth and families on their caseload.
The work described here was an initial attempt to improve practice in "usual care" TFC agencies. Findings from this research supported that the approach utilized here can result in improved youth-level outcomes (symptoms, behaviors, strengths) (Famer et al., under review) . However, they also indicated the need for additional work to produce the full range of desired changes. To more fully assess how change is progressing, we have been developing a measure of fidelity of implementation of the enhanced TFC model. Such a measure will provide research-relevant data on degree and domains of change as well as provide ongoing in-house assessment for program delivery and quality improvement.
Improving practice in existing agencies is a critical part of improving the overall quality of treatment for children. Our paper examined the format and implementation of such an approach with a variety of "real world" TFC agencies. Findings illustrated the challenges faced in conducting this type of intervention, as well as the potential to both influence and change practice. Overall, the process and results of this effort suggested the substantial potential to improve practice even in sites that are not involved in dissemination of current evidence-based interventions. It also suggested the effort, resources, and commitment required by agencies and staff to do so. Such change is not easy, but it is possible and potentially beneficial and rewarding with gains for agencies, staff, families, and youth. 
